Better outcomes for psychiatric inpatients classified as paranoid rather than nonparanoid could be due to group differences in disability levels created by traditional classification approaches. Paranoid functioning, per se, may not predict good institutional outcomes. The authors retrieved community outcome data for 469 inpatients from 19 wards, a subsample of participants that had been previously examined during their inpatient stay. Paranoid groups showed better community outcomes as an artifact of differences in disability levels when classifications were based on the traditional approach that requires a predominance of paranoid over nonparanoid behavior. No differential outcomes appeared when classifications were based on dimensionally measured paranoid functioning alone. In fact, dispositions of patients suggest that staff view paranoid behavior as a negative rather than positive prognostic indicator.
Paranoid behavior (e.g., presence of delusions) is widely believed to be associated with good premorbid competency, low chronicity, and superior outcomes (American Psychiatric Association, 1997; Goldstein & Tsuang, 1988; Ritzler, 1981; Zigler, Glick, & Marsh, 1979) . Differences observed for psychiatric inpatients classified as paranoid rather than nonparanoid have been interpreted as support for these beliefs. Sorensen, Paul, and Mariotto (1988) demonstrated that relations between paranoid status and both premorbid competency and chronicity were artifacts of the measurement models traditionally used to assign patients to paranoid and nonparanoid groups-not associations with paranoid functioning. Although they did not examine outcomes, Sorensen et al. found artificial group differences in disability levels with categorical approaches to classification that could also account for the historical association between paranoid status and outcomes. Paranoid functioning, per se, may not be prognostic of good outcomes.
Traditional approaches to classification of abnormal behavior, including the dominant nosological systems (e.g., Diagnostic and Statistical Manual of Mental Disorders, ; American Psychiatric Association, 1994; International Classification of Diseases, 10th ed., rev. [ICD-10] ; World Health Organization, 1992) , often have applied a measurement model that uses hierarchical criteria to assign patients to categories ("syndrome" or "class" models; see Wiggins, 1988) . Classification with hierarchical criteria requires not only performance of a specific class of behavior (e.g., paranoid functioning) but also performance of that class in amounts that are predominant over other classes (e.g., nonparanoid functioning, such as disorganized speech, flat affect, etc.).
In contrast to the categorical approach to classification, a dimensional approach treats items of a scale merely as samples of relevant classes of performance. The measurement model directly indexes the amount of the phenomenon of interest (e.g., paranoid functioning) by summing items that reflect the number or intensity of behaviors belonging to the relevant conceptual class ("cumulative" model; see Wiggins, 1988) . Paranoid status is derived solely on the basis of cutoff scores that determine the minimal amount of the defined class of behavior that patients must exhibit, whereas nonparanoid functioning is allowed to freely vary.
Scales specifically designed to reflect paranoid and nonparanoid problem behavior may classify patients with either hierarchical or dimensional criteria, depending on the user's purpose (e.g., Magaro, Abrams, & Cantrell's, 1981, Maine Scale; Sorensen et al.'s, 1988 , Paranoid and Nonparanoid subscales; Venables & O'Conner's, 1959, Short scale) . Sorensen et al. (1988) demonstrated that predominance criteria typical of traditional categorical approaches artificially exclude the more disabled patients from paranoid groups, falsely creating higher levels of overall functioning for those groups. When applied to the nonparanoid classification, predominance criteria artificially produced worse overall functioning by excluding less impaired patients. Artificial differences in overall disability levels were most extreme when predominance criteria were used to assign both paranoid and nonparanoid status. This also produced the strongest relations of paranoid status to premorbid competency and chronicity-as artifacts (65% of the patient sample also failed to meet either criterion). Groups did not differ in overall level of functioning or in relations with premorbid competency or chronicity when paranoid classification was based on the dimensional approach. Sorensen et al. (1988) concluded that dimensionally measured paranoid functioning simply reflects a narrower class of problem behavior, without unique associations to overall levels of functioning, premorbid competency, or chronicity. Findings from the bulk of the literature subsequent to their 1988 report continue to support that conclusion (Auslander, Perry, & Jeste, 2002; BowThomas, Velligan, Miller, & Olsen, 1999; Burack & Zigler, 1989; Carmin & Ownby, 1994; Chanpattana, Chakrabhand, Kongsakon, Techakasem, & Buppanharum, 1999; Corrigan, 1997; Davis & Gibson, 2000; Jorgensen & Parnas, 1990; Kendler, McGuire, Gruenberg, & Walsh, 1994; Langell & Purisch, 1987; Nicholson & Neufeld, 1992; Zalewski, JohnsonSelfridge, Ohriner, Zarrella, & Seltzer, 1998) .
Although factors influencing institutional outcomes are more complex than those studied by Sorensen et al. (1988; see Paul & Menditto, 1992) , the consistency of findings noted above strengthens our hypothesis that paranoid functioning may not be prognostic of good outcomes. Rather, any association between paranoid status and outcomes may similarly be due to differences in disability levels created by the classification approaches historically used in comparisons of status groups.
A review of the literature published from 1970 through 2000 found 16 studies reporting comparisons of institutional outcomes between paranoid and nonparanoid groups in which the classification criteria could be inferred. Only 2 studies used dimensional classification criteria (Evans, Goldstein, & Rodnick, 1973; King & Goldstein, 1979) . Seven studies used hierarchical criteria with the paranoid group alone (Doering et al., 1998; Goodman, 1989; Hawk, Carpenter, & Strauss, 1975; Jorgensen & Parnas, 1990; Lieberman et al., 1994; Schultz & Herron, 1979; M. E. Strauss, Sirotkin, & Grisell, 1974) . Seven studies compared groups in which predominance criteria were used for both paranoid and nonparanoid classifications (Deister & Marneros, 1994; Kendler, Gruenberg, & Tsuang, 1984; Kendler et al., 1994; Lewine, Watt, & Fryer, 1978; J. Strauss & Carpenter, 1972; Tsuang & Winokur, 1974) .
Nine of the 14 studies that assigned status on the basis of hierarchical criteria reported better outcomes for paranoid than nonparanoid groups; none of these 14 reported worse outcomes for paranoid groups. Of the 2 studies that used dimensional classification, 1 reported no difference between groups and the other found worse outcomes for the paranoid group. Overall, better outcomes for paranoid than nonparanoid groups were obtained in 55% of comparisons when both classifications used predominance criteria, in 40% of comparisons when only paranoid status used predominance criteria, and in none of the comparisons based on dimensional criteria. This pattern is consistent with the magnitude of artifactual group differences in overall level of functioning that Sorensen et al. (1988) found to arise from the different sets of classification rules.
Findings in the literature just reviewed did not systematically vary for different outcome measures. However, the outcome measures were quite limited. In the most thorough analysis of factors influencing institutional outcomes to date, Paul and Menditto (1992) noted that the best outcome assessments use objective measures of patients' functioning in the hospital and in postrelease environments. Such data are rarely collected in ongoing clinical operations. Instead, typical studies of outcome rely on subjective ratings of patients' functioning or on archival records of "socialaction effects," including length of postrelease community tenure or rates of discharge, drop out, or rehospitalization. Unfortunately, discharge rates are vulnerable to administrative decisions based on irrelevant factors. Rehospitalization rates and community tenure, similarly, may primarily reflect events in the posttreatment environment if follow-up periods are lengthy.
Preferred social-action indexes include rates of "significant release" and length of community tenure over short-term follow-ups after discharge from an index admission. Paul and Menditto (1992) reviewed the Significant Release Index-30-day minimum (SR-30) and the Significant Release Index-90-day minimum (SR-90)-indexes that have become standard in the institutional literature. These indexes reflect departure from an inpatient unit without return to an equally restrictive inpatient or correctional facility for a minimum of 30 or 90 consecutive days, respectively. The SR-30 index, in particular, provides a categorical measure of outcome that is minimally influenced by either administrative manipulations or postrelease events. Accumulated community tenure (total number of days in the postrelease community during a fixed follow-up period) provides a useful continuous measure for comparing outcomes of status groups when a consistent short-term follow-up period is specified.
Although Paul and Menditto (1992) discussed the many problems that preclude use of raw discharge rates as effectiveness measures, disposition rates do reflect staff judgments about patient's discharge readiness that are available from archival agency records. Comparative rates of regular discharge (i.e., with staff consent) versus irregular discharge (i.e., elopement and absent against advice) and continued hospitalization can crudely index aggregate staff judgments of discharge readiness on the basis of status-group membership. Regular discharge indicates staff approval of patients' departures from the facility (i.e., judged to be ready for discharge, yes), whereas irregular discharge and continued hospitalization reflect staff disapproval (i.e., judged to be not ready for discharge, no). Thus, comparative disposition rates reflecting yes, ready, versus no, not ready, judgments for independently classified paranoid and nonparanoid groups should provide an indirect measure of staff prognostic estimates for each group.
In summary, findings to date are consistent with our hypothesis that any association of paranoid status and outcomes is due to differences in disability levels introduced by predominance criteria in traditional classification approaches rather than to paranoid functioning, per se. However, outcome measures in previous studies have been relatively weak, and no studies have yet directly examined the effects on institutional outcomes of competing approaches to classification.
Because participants were drawn from a larger data set that had been collected for another purpose, additional data on the same sample of patients studied by Sorensen et al. (1988) provided the opportunity to clarify this issue. The best objective measures of current overall functioning were available on all patients, as were scores on Paranoid and Nonparanoid subscales that had been specifically developed for study of these classification problems. All of the latter measures were used in the earlier study. In addition, the larger data set from which both data for the Sorensen et al. sample and data for the present investigation were drawn contained patients' dispositions and the preferred indexes of social-action outcomes over a fixed 6-month follow-up period. None of the disposition or social-action outcome data had been previously examined.
Following procedures detailed in the Sorensen et al. (1988) study, we created three sets of paranoid-nonparanoid subgroups by applying the competing classification approaches to the patient sample. One set was created using dimensional criteria for assigning patients to the paranoid subgroup, whereas a second set used predominance criteria for the paranoid subgroup. In the third set, predominance criteria were applied to create both paranoid and nonparanoid subgroups. We used regression analyses to evaluate both the categorical and continuous indexes of community outcomes that resulted from the different classification approaches and the extent to which artifactual differences in disability levels accounted for these outcomes. Comparative disposition rates reflecting consensus prognostic judgments of staff (yes, ready for discharge vs. no, not ready for discharge) were similarly examined.
Method

Participants
All data for the patient sample in both Sorensen et al. (1988) and in this study were drawn from a large multiinstitutional set that had been collected to provide information on assessment instruments. The larger set included 1,205 patients from 35 units in 17 public mental institutions and community facilities in Illinois; patient, staff, and unit characteristics were representative of national samples and of those in large states. The present investigation started with the same sample of 497 inpatients studied by Sorensen et al., who selected only patients with primary diagnoses of severe mental illness residing in public mental hospitals or inpatient units of mental health centers. From the original set of 1,205 patients, Sorensen et al. excluded those residing in community extended-care facilities and those with recorded primary diagnoses of substance abuse, mental retardation, or organicity. No further selection was undertaken on the basis of traditional diagnoses because of the unreliability and lack of predictive utility of such institutional classifications (Sorensen et al., 1988) .
From the Sorensen et al. (1988) sample of 497, we excluded another 28 patients for the present analyses of institutional outcomes and differential disposition rates. The additional exclusions included 1 patient who died during the follow-up period and 27 who belonged to an other racial group (primarily Asian American) whose community outcomes had not been historically predictable from measures of overall functioning levels (see Paul & Mariotto, 1987) .
The characteristics of the resulting sample of 469 inpatients from 19 treatment units did not differ significantly from the larger patient sample included in the earlier investigation. The majority was European American (62.7%) and male (55.9%). Their mean age was 36.5 years (SD ϭ 12.76). The sample was primarily of low socioeconomic status as indicated by a mean Hollingshead Index (Hollingshead & Redlich, 1958 ) of 60.6 (SD ϭ 12.79) and had an average education of 10.9 years (SD ϭ 2.51). Ninety percent of the sample received psychotic institutional diagnoses of record (83% schizophrenic) with the remainder receiving severe nonpsychotic diagnoses (severe affective and/or personality disorders). The mean premorbid competency index of 10.9 (SD ϭ 2.69) reflected low to intermediate premorbid adjustment (Paul, 1987) . About half (52%) of the participants were classified in the acute range of acute-chronic status, with 90 or fewer days of continuous hospitalization and fewer than 730 days of lifetime hospitalization. The mean number of previous hospitalizations was 4.1 (ranging from 0 to 25). Current continuous stay in mental institutions ranged from 2 days to 39.1 years (Mdn ϭ 51 days).
Procedure
Independent project personnel collected measurements during a full 7-day assessment week on each unit. Noninteractive project observers provided data on patient functioning through hourly coding during all patient waking hours. Local clinical staff rendered standardized rating scale data on patients at each site. Demographic information was obtained from archival medical records. Following each on-site assessment week, outcome information was extracted from agency records over a standard 6-month follow-up period for every patient, with telephone calls verifying information on all participants. Meetings were held at each site before data collection to explain purposes and procedures, including staff and patient anonymity. Paul, Licht, Power, and Engel (1987) detailed the datacollection design and procedures for the overall set from which participants were selected. Procedural details for measures used in this study are reported below.
Variables and Instruments Psychotic Inpatient Profile (PIP) Paranoid and Nonparanoid subscales.
The PIP is a 96-item factorially derived paper-and-pencil rating scale for assessing maladaptive patient behavior by ward staff (Lorr & Vestre, 1985) . Among reasons for including the PIP in the larger data collection effort was its thorough coverage of the paranoid and nonparanoid content domains. (See Lorr & Vestre, 1985, and Paul, 1987 , for summaries of several decades of validity-related evidence on PIP factor scores.) To maximize inclusion of times and situations where raters observed patients, local clinical staff from both day and evening shifts completed the PIP for each patient with whom they were the most familiar. Clinical staff were instructed to base ratings on the previous 3 days of observation and interaction. Sorensen et al. (1988) constructed Paranoid and Nonparanoid subscales from the PIP, representing the content of commonly used research scales for the specific measurement of paranoid and nonparanoid behavior (e.g., Magaro et al., 1981; Venables & O'Connor, 1959) and of the several editions of relevant diagnostic systems (e.g., DSM and ICD). (See Sorensen et al., 1988 , for extensive validity-related evidence on the PIP Paranoid and Nonparanoid subscales.)
Items on the PIP subscales are each scored on a 0 to 3 scale. The Paranoid subscale, with a possible range of 0 to 114 points, was derived by summing scores of the 19 PIP items from the Paranoid Projection, Grandiosity, and Perceptual Distortion factors and multiplying the total by 2. As with criteria for paranoid schizophrenia in DSM-IV and all previous DSM editions, these items emphasize delusional thoughts and hallucinations. The Nonparanoid subscale, with a possible range of 0 to 105 points, was derived by summing scores on 35 of 37 PIP items from the Anxious Depression, Care Needed, Psychotic Disorganization, and Retardation factors. (Items 15 and 65 were excluded because of potential confounding with items on the Paranoid subscale; see Carr, 1992 .) The content of these items is consistent with the criteria from DSM-IV nonparanoid subtypes of schizophrenia, such as disorganized speech and behavior, inappropriate affect, and motoric peculiarities.
The day-and evening-shift intraclass interrater reliabilities for the sample were 2 ϭ .57 and 2 ϭ .76, respectively, for Paranoid and Nonparanoid subscales. Omega squares, with between-rater-level differences treated as error, were used to index reliability to reflect the dependability or equivalence of the absolute rather than the relative value of scores that are used to establish cutoffs for decision purposes. (Indexes of reliability that do not treat rater-level differences as error, such as Pearson productmoment coefficients, fail to account for sources of variance that are due to systematic bias among raters or observers, therefore estimating only the reliability of relative values of scores; see Mariotto & Licht, 1986, pp. 209 -214) . These coefficients underestimate reliabilities of raters' responses because ratings were based on different settings and time periods to maximize the validity of obtained scores.
Level of functioning. The best measure of patients' current overall functioning came from the Time-Sample Behavioral Checklist (TSBC), a standardized observational instrument for ongoing assessment of inpatient functioning by independent noninteractive observers (Paul, 1987) . Profes-sional observers were present on each unit for 10 consecutive days, covering all patients' waking hours. The first 3 days were spent familiarizing observers with each unit, including memorization of patient and staff identities, and with habituating patients and staff to the presence of outside observers. At the end of the familiarization period, full-shift reliability samples were obtained for all observer pairs at each site. During the remaining 7-day period, observers recorded the presence or absence of 72 low-inference codes for each patient on the basis of hourly time samples for 16 hr per day. The TSBC observation week overlapped the PIP rating period.
Standard TSBC Total Appropriate and Total Inappropriate Behavior Indexes were combined to serve as a single predictor in the present study. These two indexes provide the highest aggregation of objectively coded appropriate and inappropriate domains of behavior over the full week of observations on each patient. More than 3 decades of validity-related evidence have established these indexes as the best measure of overall functioning for inpatients. They account for nearly all of the reliable variance from other assessment approaches and are among the few scores that predict successful discharges and postdischarge community functioning. (See Mariotto, Paul, & Licht, 2002 , Paul, 1987 , for a summary of the validity related evidence.)
Omega squares, with between-observer-level differences treated as error, are regularly used to index reliability for TSBC indexes because these scores are used to support a variety of adaptive and terminal decisions (see . Typical of other applications, intraclass interobserver reliabilities were excellent for the TSBC components on each unit from which the sample was drawn (average 2 Ͼ .99). Outcome measures. The two preferred social-action indexes of community outcome were coded for each participant. Community tenure served as a continuous measure of outcome (calculated as the total number of days in the community following release to the end of the 183-day follow-up period). Accumulated community tenure was selected for the present study because it accounted for the most variance among all social-action measures for the sample. SR-30 served as a categorical index of significant release (release or discharge to a less restrictive setting without return to an inpatient or correctional facility for 30 consecutive days). The disposition of each patient was also coded to reflect the consensus staff judgments of discharge readiness, as (a) yes, ready for discharge (regular discharge by staff to independent living or to a community facility) or (b) no, not ready for discharge (elopement, absent against advice, or continued hospitalization). Research personnel abstracted social-action data from agency records during the standard follow-up period after the end of the assessment week on each unit and verified outcome data by telephone. Record abstractions were triple checked to ensure 100% accuracy.
Classification Rules
We used Sorensen et al.'s (1988) classification rules to assign patients to the three sets of paranoid-nonparanoid subgroups. The first set used dimensional criteria to establish paranoid status. The second set used predominance criteria for the paranoid subgroup, whereas the third set used predominance criteria to create both paranoid and nonparanoid subgroups.
To ensure positive evidence of the presence of paranoid or nonparanoid functioning, taking into account the reliability and distribution of scores in the sample (i.e., standard errors of measurement), we established one-sided 95% confidence intervals as cutoff scores on both PIP subscales. This procedure yielded cutoff scores of 17 and 12 for the Paranoid and Nonparanoid subscales, respectively. The one-sided 95% confidence interval (based on the standard error of the difference between subscale scores) was established as the required difference in points (14) for indicating predominance of one class of functioning over the other.
For the dimensionally classified subgroups, patients scoring at or above 17 on the Paranoid subscale were assigned to the paranoid subgroup, whereas all others were assigned to the nonparanoid subgroup. Subgroups formed on the basis of paranoid-predominance criteria assigned paranoid status only to patients who scored 17 or more on the Paranoid subscale and only if that score was simultaneously at least 14 points higher than their Nonparanoid score. Remaining participants were assigned nonparanoid status only if their Nonparanoid subscale score fell at or above the established cutoff of 12 points. Patients failing to score at or above the cutoffs on one or both subscales were not classified in the paranoid-predominance approach.
Only patients who were predominant on one of the PIP subscales were classified in the subgroups formed with paranoid-or nonparanoidpredominance criteria. Patients were assigned paranoid status according to the same criteria used with the paranoid-predominance subgroup. Nonparanoid status, however, was assigned only to patients with a Nonparanoid subscale score of 12 or more, which was also at least 14 points higher than their Paranoid score (those scoring between 12 and 14 on the Nonparanoid subscale required a 0 on the Paranoid subscale for inclusion). Patients failing to meet either criterion were excluded in this classification approach.
Results
The pattern of relationships among PIP and TSBC scores was essentially the same as that reported by Sorensen et al. (1988) with the larger sample. intercorrelations among the outcome variables, all of which involve part-whole correlations, none of the measures accounted for more than 10% of the variance in individual outcome indexes in this patient sample. Paranoid subscale scores were significantly correlated only with Nonparanoid subscale scores and, weakly, with the disposition classification. In contrast, Nonparanoid subscale scores were significantly correlated with all other variables. This pattern suggests that dimensionally measured paranoid functioning simply represents a narrower class of problem behavior that is unrelated to significant release, community tenure, or overall level of current functioning.
Impact of Classification Approaches on Subgroup Membership
The impact of the different approaches to classification on the composition of subgroup pairs was also essentially identical to that reported by Sorensen et al. (1988) with the larger sample. Table 2 presents the number of patients and descriptive statistics for resulting groups on PIP subscales and on the TSBC total functioning index for the subgroups within each classification approach. All three approaches produced differences on PIP subscales between paranoid and nonparanoid groups. Note, however, that the dimensionally defined paranoid group scored higher than their nonparanoid counterparts not only on the Paranoid subscale but also on the Nonparanoid subscale.
Predominance criteria produced shifts in subgroup membership that reversed the earlier described pattern for the paranoidpredominance and paranoid-nonparanoid-predominance groups, such that nonparanoid subgroups obtained higher Nonparanoid scores as well as lower Paranoid scores. The artifactual exclusion of low-functioning patients from the predominance-defined paranoid group and of high-functioning patients from the predominance-defined nonparanoid group is apparent from the shift in TSBC indexes for these classification approaches.
Community Outcomes
Means and standard deviations on community tenure days as well as SR-30 percentage rates are presented in Table 3 for the three pairs of paranoid-nonparanoid subgroups. Separate regression models were generated for community tenure (and for SR-30, using logistic regression) to test the significance of differences that were produced between paranoid and nonparanoid groups by the three approaches to classification. Initial models included only dimensionally defined group membership as a predictor of each outcome index. Second and third models were subsequently generated by adding coded vectors to represent the paranoid-predominance groups and the paranoidnonparanoid-predominance groups, respectively. The increment in variance accounted for by the second over the initial model (multiple correlation square or chi-square change) tests the significance of differences in outcomes between paranoid and nonparanoid subgroups that result from the use of paranoidpredominance criteria versus the dimensional criteria. Similarly, the increment in variance accounted for by the third over the second model tests the significance of differences in outcomes resulting from the addition of nonparanoidpredominance criteria versus the other two approaches. Regression model comparisons on community tenure days are summarized in Table 4 . No significant outcome differences between paranoid and nonparanoid groups were attributable to dimensional or paranoid-predominance criteria (see overall multiple correlation squares for Model 1 and Model 2); paranoidpredominance criteria also failed to produce significantly greater between-groups differences than the dimensional criteria (⌬R 2 ϭ .0068, p Ͼ .05). However, the difference in community tenure between paranoid and nonparanoid groups that was attributable to the paranoid-nonparanoid-predominance approach was not only statistically significant (see overall multiple correlation squares for Model 3) but also significantly greater than that attributable to the other two classification approaches, ⌬R 2 ϭ .0270, F(1, 465) ϭ 12.86, p Ͻ .01. Essentially identical results were obtained with logistic regression analyses of the SR-30 outcome index. Consistent with hypotheses, paranoid functioning, per se, was not predictive of better outcomes and the classification approach with the most restrictive predominance criteria resulted in the greatest outcome differences between paranoid and nonparanoid status groups.
We undertook additional regression analyses to determine the extent to which the findings just described could be attributed to the artificially produced differences in overall level of functioning that were created by predominance classification criteria. For these analyses, coded vectors represented paranoid and nonparanoid subgroups from the two classification approaches that used predominance criteria. These vectors were separately entered along with the TSBC total functioning indexes of the respective subgroup members to predict each community outcome. Regression weights were then examined to determine the extent to which overall level of functioning accounted for the outcome differences previously found.
As shown in Table 5 , TSBC Total Functioning combined with the paranoid-nonparanoid classifications significantly predicted community tenure within both predominance approaches (see overall multiple correlation squares for Model 1 and Model 2). However, the most important information from these analyses lies in examination of the regression weights for the TSBC index and the subgroup classifications. In both models, the prediction of community tenure was due primarily to the artificial differences in overall disability level, as seen in the significant regression weights for the TSBC indexes. Neither of the predominancedefined classifications contributed significantly to the prediction when variance due to the artificial differences in overall functioning level was removed. Essentially identical results were obtained for predictions of the SR-30 outcome index through logistic regression analyses. As hypothesized, obtained differences in community outcomes between predominance-defined paranoid and nonparanoid subgroups can be attributed to the differences in overall levels of functioning that are introduced as artifacts of the predominance criteria used in traditional classification approaches.
Judged Discharge Readiness
Unlike community outcomes, neither theory nor prior research supports specific hypotheses about the impact of the differing classification approaches on consensus staff judgments of discharge readiness. The higher levels of overall functioning that are Note. Community tenure indicates accumulated days in the community from the time of assessment to the end of the 6-month follow-up period. Significant Release Index-30-day minimum (SR-30) indicates achieved significant release, or discharge, without readmission to an equally restrictive setting for at least 30 days. Note. Standardized regression weights with two-sided t tests; df ϭ 1. For all three classification approaches, paranoid status groups are compared with nonparanoid status groups; coding: ϩ1 ϭ paranoid, Ϫ1 ϭ nonparanoid. Community tenure is accumulated days in the community over the 6-month follow-up period.
artifactually produced in predominance-defined paranoid groups would be expected to result in more regular discharges and fewer staff judgments of not ready for discharge for those groups than for their nonparanoid counterparts. However, the nature of paranoid functioning, per se, might lead staff to render less favorable judgments regarding discharge readiness for patients who display paranoid behavior, independent of their classification status or of their overall level of functioning. For example, verbalized threats based on delusional beliefs would properly override otherwise high levels of functioning, leading staff to negative judgments regarding discharge readiness.
The two left columns in Table 6 display the proportion of patients that staff judged to be ready (yes) versus not ready (no) for discharge within paranoid and nonparanoid subgroups for each classification approach. Examination of the comparative distributions in the total cells suggests that the nature as well as the overall level of patients' problem behavior influenced staff judgments of discharge readiness. The lower rates of staff yes versus no judgments of discharge readiness were statistically significant in both the paranoid-predominance (͉z͉ ϭ 3.50, p Ͻ .001) and paranoidnonparanoid-predominance (͉z͉ ϭ 5.14, p Ͻ .001) approaches, without significant interactions between paranoid and nonparanoid subgroups ( ps Ͼ .20). In contrast, a significant interaction was apparent within the dimensional approach, 2 (1, N ϭ 469) ϭ 6.818, p Ͻ .009, where the paranoid subgroup received lower rates of staff yes and higher rates of staff no judgments of discharge readiness than their nonparanoid counterparts. Staff appeared to judge paranoid functioning, per se, to be a negative rather than positive prognostic indicator.
The right columns in Table 6 display the mean TSBC Total Functioning Indexes for the discharge readiness groups within each approach to classification. Examination of TSBC data helps to clarify the extent to which staff judgments of discharge readiness were influenced by the nature of paranoid behavior rather than by just patients' overall level of functioning. Analyses of variance found significant main effects for paranoid versus nonparanoid differences with both predominance-defined approaches (Fs Ͼ 9.90, dfs ϭ 1, 320; 1, 164; 1, 468, for the singlepredominance approach, for the double-predominance approach, and for the dimensional approach, respectively, ps Ͻ .02), whereas the subgroup differences were not significant for the dimensional approach ( p Ͼ .60). The latter pattern reflects differences in TSBC Total Functioning Indexes that are expected from the artifactual exclusion of patients in the predominance-defined approaches (see TSBC differences in Table 2 ). Note. Standardized regression weights with two-sided t tests; df ϭ 1. For both classification approaches, paranoid status groups are compared with nonparanoid status groups; coding: ϩ1 ϭ paranoid, Ϫ1 ϭ nonparanoid. Community tenure is accumulated days in the community over the 6-month follow-up period. TSBC ϭ Time-Sample Behavioral Checklist. Significant main effects on TSBC indexes for staff yes versus staff no judgments were also found in each classification approach (Fs Ͼ 9.90, ps Ͻ .003), without significant interactions between paranoid-nonparanoid status and staff judgments of discharge readiness ( ps Ͼ .26). These results indicate that staff judgments of discharge readiness appear to have been largely rational, with all yes groups showing higher functioning than no groups within all three approaches.
Joint examination of TSBC functioning levels (presented in Table 6 ) with the relative rates of discharge readiness judgments for the same subgroups (presented on the left side of Table 6 ) also reveals an interesting pattern. Comparatively higher levels of TSBC functioning occurred for paranoid subgroups in the staff yes column, whereas the same subgroups received comparatively lower rates of staff yes, discharge ready, judgments. Thus, patients exhibiting greater amounts of paranoid behavior required higher levels of overall functioning for clinical staff to consider them ready for discharge.
Discussion
This study of psychiatric inpatients directly examined the effects on community outcomes of paranoid versus nonparanoid status by manipulating critical features of the different approaches to classification. Findings support the hypothesis that any association between paranoid status and institutional outcomes is due to differences in disability levels that are introduced by the predominance criteria used in traditional classification approaches. Dimensionally measured paranoid functioning was not predictive of better outcomes, and the classification approach with the most restrictive predominance criteria resulted in the greatest outcome differences between paranoid-and nonparanoid-status groups. As hypothesized, differences in community outcomes between predominance-defined paranoid and nonparanoid subgroups were attributable to the differences in overall levels of disability that are introduced as artifacts of the predominance criteria used in traditional classification approaches. Contrary to widely held beliefs, differential disposition rates indicated that clinical staff judge paranoid functioning, per se, to be a negative rather than positive prognostic indicator.
The findings of this study suggest that the same artifact demonstrated by Sorenson et al. (1988) is responsible for differential institutional outcomes for the varying approaches to classifying paranoid and nonparanoid status. As Sorensen et al. did not examine either community outcomes or disposition rates, this is an important extension of the impact of these artifacts to practice as well as to research, with implications for limitations in the dominant approaches to classification.
In addition to support from reports in the literature, several aspects of our experimental procedures strengthen the confidence that we can place in the above findings. The current study benefits from following a programmatic approach to clinical research, in which subsequent studies build on and are informed by earlier ones. In the study of paranoid relations with premorbid competency, chronicity, and overall levels of functioning, Sorensen et al. (1988) analyzed factors that could be potential explanatory confounds with status groups in the present study. In all cases, variables that would be of concern in this regard were found to independently covary with TSBC measures of current functioning rather than with membership in relevant status groups (e.g., length and number of hospitalizations, premorbid adjustment, age of onset, education, socioeconomic status). Similarly, development of PIP subscales specifically to study these classification problems ensured not only the proper domain coverage from other scales and diagnostic systems but also the absence of unwanted item covariation that could introduce confounds (see Carr, 1992; Lorr & Vestre, 1985; Paul, 1987; Sorensen et al., 1988) .
The strength of findings in the present study also benefits from the availability of TSBC data. The TSBC provides the most reliable and valid ongoing measures of functioning that currently exist for inpatients (see Mariotto et al., 2002; Paul, 1987 Paul, , 2000 . Access to indexes of other patient characteristics that are empirically related to institutional outcomes adds additional strength (Paul & Menditto, 1992) . Use of preferred social-action indexes of community outcome is an improvement over previous research in the area. These indexes leave little question about the impact of the different approaches to classification on institutional outcomes. They also reflect outcomes that are important to patients and their loved ones, as well as to inpatient staff and facilities. However, prospective studies with objective and subjective measures of ongoing functioning in the residential facilities and of at least two occasions in the postrelease community would clearly give us better information on a variety of phenomena (Paul & Menditto, 1992) .
Consensus staff judgments of discharge readiness represent the least satisfactory measures in the present study, as they were necessarily inferred from differential disposition rates. Even so, clear differences were found within the dimensionally defined groups, where artifacts are not involved in subgroup assignment. In fact, the higher levels of overall functioning shown by patients judged ready versus not ready for discharge within all three classification approaches reflect rational judgments on the part of clinical staff.
In contrast to clinical lore, staff responded negatively to high levels of paranoid functioning, irrespective of the classification approach. Compared with their nonparanoid counterparts, paranoid patients were judged ready for discharge at lower rates and not ready for discharge at higher rates than justified by their overall level of functioning. This pattern suggests that staff required a higher level of functioning for patients who demonstrated a substantial amount of paranoid behavior before judging them to be ready for discharge. Formally or informally, clinical staff appeared to use a dimensional model in which paranoid behavior was seen as a negative rather than positive prognostic indicator.
Identification of the aspects of paranoid functioning that are responsible for the negative judgments of discharge readiness by clinical staff is beyond the focus of this investigation. The basis for unfavorable staff reactions to paranoid behavior may simply reflect their rational concerns that patients might act on delusional beliefs or hallucinatory experiences in harmful ways. On the other hand, findings by Allen, Tarnoff, Kearns, and Coyne (1986) suggest that staff may respond emotionally to paranoid behavior, especially hostile verbalizations or aggressive acts. Thus, unfavorable staff judgments could mainly reflect emotional reactions of staff or their more rational concerns for patients' safety in the postrelease community. Regardless, the relative impact of patients' delusional verbalizations, hostility, and hallucinations on staff prognostic judgments would be especially relevant components to examine in future research. Examination of such detailed components of problem behavior in this manner has shown greater explanatory power than traditional diagnostic classifications, which are too heterogeneous for these purposes (e.g., Bermanzohn, 2000; Fenton, 2000; D. L. Johnson, 1997; Knight, Elliot, Roff, & Watson, 1986) .
Efforts to clarify the relative impact of specific components of problem behavior on outcomes or on staff judgments, however, are often confounded with overall level of functioning. Findings from the present study strongly support recommendations from several investigators (e.g., M. H. Johnson, Magaro, & Stern, 1986; Magaro, 1984; Otteson & Holzman, 1976; Paul & Menditto, 1992) that future research must control for overall functioning level if interest is in phenomena associated with particular subclasses or types of problem behavior. Because class or syndrome models of classification so seldom possess the required evidence of construct validity, focus on controlling overall functioning level, alone, should help reduce the contradictions and inconsistencies that so often plague research on serious mental illness and treatment.
Findings of both the present study and of Sorensen et al. (1988) contribute to growing concerns about the limitations of traditional diagnostic approaches (e.g., Bermanzohn et al., 2000; Beutler & Malik, 2002; Blashfield, 1984; Carson, 1991; Fawcett, 2000; Follette, 1996; Neale, Oltmanns, & Harvey, 1985; Paul, Mariotto, & Redfield, 1986; Widiger, 1992) . In their review of classical subtypes of schizophrenia for DSM-IV, McGlashan and Fenton (1991) agreed that dimensional approaches should be used in research. However, they supported continuation of traditional categorical approaches in the clinical realm for "treatment planning, communicating with colleagues, and estimating prognosis" (p. 619)-precisely where confusion of paranoid functioning and paranoid status could lead to miscommunication and inaccurate prognostic estimates.
The current movement toward evidence-based practice (e.g., Nathan, Salkind, & Gorman, 1999; Paul, 2000; Paul, Stuve, & Cross, 1997) further emphasizes the need to shift from doing what is most familiar to doing what is most effective and cost-efficient. If evidence-based treatment procedures are to be used, treatment planning requires more specific and detailed identification of patient functioning in context than that provided by the heterogeneous categories of current diagnostic systems (see Cain & Wilder, 1997; Fawcett, 2000; Follette, 1996; D. L. Johnson, 1997; Paul, 1974; Paul & Menditto, 1992; Stuve & Menditto, 1999) .
It is the failure of the traditional approach to support practical clinical decisions that led Paul et al. (1986, pp. 35-39) to cast typical diagnostic systems in psychiatry as "descriptors of relatively stable personal-social characteristics" rather than as measures of problem behavior. Parallel to measures of general attitudes, opinions, and traits, such relatively stable characteristics are important because they may interact with the occurrence of specific problem behaviors or treatment responsiveness; they may also provide an organizing structure for research. Class or syndrome models of measurement are preferred to dimensional models for development of categories when the phenomena to be classified are really ordered that way in nature (e.g., Waller & Meehl, 1998) . However, until empirically derived categories with proper construct validation are developed as a basis for action by clinical decision makers, such information may best serve as potential moderators, secondary to specific assessment of patient problem behavior. 1 1 detailed a comprehensive paradigm for assessment in inpatient and residential facilities that possesses "maximum potential utility" for providing the best data to support all classes of decision problems. While this comprehensive paradigm primarily employs a dimensional approach to assessment of both patient and staff functioning, it continued to rely on traditional diagnostic systems for official codification purposes. Paul (2000) and Mariotto et al. (2002) have both drawn attention to developments by the World Health Organization (WHO) that promise to strengthen that aspect of the comprehensive paradigm. As part of WHO's effort on an International Classification of Functioning and Disability, an official codification has been released that is based on assessment of functioning and disability rather than putative disease categories for behavior problems. Usten et al. (2001) recently published a book summarizing the instruments and multinational field trials. Although sufficient data are not yet available to evaluate the utility of the specific scales, preliminary information suggests that these developments may be a significant improvement (see http://www.who.int/classification/icf).
